Sexual abuse or exploitation of children is never acceptable. Such behavior by health care providers is particularly concerning because of the trust that children and their families place on adults in the health care profession. The American Academy of Pediatrics strongly endorses the social and moral prohibition against sexual abuse or exploitation of children by health care providers. The academy opposes any such sexual abuse or exploitation by providers, particularly by the academy's members. Health care providers should be trained to recognize and abide by appropriate provider-patient boundaries. Medical institutions should screen staff members for a history of child abuse issues, train them to respect and maintain appropriate boundaries, and establish policies and procedures to receive and investigate concerns about patient abuse. Each person has a responsibility to ensure the safety of children in health care settings and to scrupulously follow appropriate legal and ethical reporting and investigation procedures. Pediatrics 2011;128:407-426
INTRODUCTION
Pediatricians and other health care providers are entrusted with the responsibility to improve the health and well-being of children. However, recent allegations of the sexual abuse of hundreds of children by a pediatrician in the United States have reminded us that some among the pediatric profession may use their position of authority and trust to take advantage of their patients. 1 The prohibition against sexual misuse of one's patients goes back in history to Hippocrates, who said: "I will come for the benefit of the sick, remaining free of all intentional injustice, of all mischief and in particular of sexual relations with both male and female persons. . . ." 2 This ban is echoed by statements of the American Medical Association, the Canadian Medical Society, and the British General Medical Council. [2] [3] [4] The American Academy of Pediatrics (AAP) strongly endorses this social and moral prohibition, because it constitutes common justice; it is particularly important for pediatric patients, who have greater developmental vulnerability than adults. This policy statement provides guidance for health care professionals and parents faced with concerns of possible sexual abuse or exploitation and other abuse of children by pediatricians, other physicians, other health care professionals, and related health care personnel.
Preventing child sexual abuse is the primary concern of this statement (Table 1) . Child sexual abuse is usually perpetrated by people who do not meet the criteria for a specific psychiatric sexual disorder and is defined by the act itself, which is criminal. Pedophilia and hebephilia are less common psychiatric disorders of sexual attraction, on which a person may or may not act. The sexual abuse of children is, by no means, limited to adults with these psychiatric disorders. Sexual misconduct with patients is a subset of abuse of patients by health care providers and involves issues of inappropriate providerpatient boundaries and sexual behaviors. 7 The AAP statement on professionalism also provides guidance on appropriate provider behavior. 8 Child sexual contact can vary from a single, situational event to planned, compulsive, repetitive behavior. In the extreme, the provider's sexual orientation is to children and the provider repetitively acts on this drive, exhibiting and acting on the paraphilias, pedophilia, or hebephilia.
EPIDEMIOLOGY
The medical literature on the frequency of sexual abuse of pediatric patients by providers is sparse 9-11 compared with what is known about abuse of adult patients. Likewise, there are few data on the incidence of pedophilia among pediatricians. What is known about sexual misconduct by physicians comes from surveys of physicians, surveys of adult patients, and studies of abusive physicians and of children reported for sexual abuse concerns. Data on sexual abuse of adult patients and the physicians who abuse them are reported to provide context to the epidemiology and offender behavior of patient sexual abuse.
Surveys of physicians and patients have revealed that sexual relations between physicians and adult patients are not rare and involve approximately 10% of all medical specialists who care for adults. 12 Fifty-six percent of these physicians indicated that they had never received training in providerpatient sexual boundaries. Most of them believed that sexual contact with current patients is wrong, but only one-third of them opposed sexual contact with former patients. 12 Among the general literature about health or counseling care provider sexual misconduct with clients is a study of patients who sought psychiatric or counseling care secondary to previous provider sexual acts. 13 Fiftyone percent of the offending providers were clergy, and 49% were health care professionals. Of the health care providers, 85% were from various counseling professions, 7.3% were physicians in medical specialties, and 3.7% were nurses. Likewise, in Ontario, Canada, in the 1980s, one-quarter of the health care providers who had been legally charged with patient sexual contact were psychiatrists. Surveys of psychiatrists revealed that 7% to 10% reported that they had had previous sexual contact with patients. 14 Studies that examined reports of sexual misconduct by physicians have provided further epidemiologic data. A Canadian task force on sexual abuse of patients found that patients younger than 14 years accounted for 8.7% of these reports, whereas 80% of patients subjected to sexual contact were adult women. 3 Male providers were responsible for 91% of the sexual contacts. Among 567 physicians disciplined by their state medical disciplinary boards between 1989 and 1996 for sexually related offenses involving patients, pediatricians accounted for 14 disciplinary events (2.9%), although they represented 7.8% of all physicians. 15 Recent national data suggest that approximately 8% of American children experience sexual victimization in a given year, 16 although significant underreporting occurs. Official reports of sexual abuse provide some information on child sexual abuse by health care providers. In an Indiana study of children in out-of-home settings, including both general medical and psychiatric facilities, 1.56% of hospitalized children experienced any form of maltreatment. 17 Approximately half of these hospitalized children's maltreatment was sexual abuse, which constituted 0.85% of all hospitalized children. Rates of abuse were similar in foster homes (overall abuse rate: 1.69%); 0.52% of the children in foster homes sustained sexual abuse. In comparison, rates of abuse were higher in residential homes, such as group homes, in which the overall abuse rate reached 12.0%, and 5.8% of the grouphome children were sexually abused. One-third of the maltreatment in hospitals was at the hands of staff, compared with 25% in residential homes. In foster homes, caregivers were responsible for 78% of the maltreatment.
In a study of 38 complaints of pediatric patient abuse by hospital staff, 52.9% involved sexual issues. 9 Males were accused in 87% of these sexual complaints. Physicians represented only 25 Some of these events provide the precedents for the development of adult pedophilia, which usually follows juvenile sexual offenses against younger children.
Several aspects of pediatric practice represent unique vulnerabilities for pediatric patients, including frequent, potentially private, contact with children. Pediatricians have a special responsibility to address these vulnerabilities and provide well-considered and well-implemented protections for the children in their care. However, any other field that provides frequent, potentially private, contact with children also has the same potential to at-tract adults with a sexual orientation to children. 25 The prevalence of pedophilia in the general population and among pediatricians is unknown. 25, 26 In summary, the available literature suggests that a minority of physicians, including pediatricians in particular, engage in sexual relationships with patients. Most of these encounters are heterosexual and occur between adult providers and their adult patients. However, some children are victimized by health care providers including pediatricians. There are no circumstances in which any sexual relationship between a physician and pediatric patient is appropriate. Concern about the sexual abuse of children by a physician requires careful investigation.
The following guidance is offered to parents and pediatricians who have concerns of sexual abuse by a pediatric health care provider.
NORMAL PEDIATRIC EXAMINATION PRACTICE
Physicians are responsible for assessing the physical health and development of children, including genital health and pubertal development. Many diseases involve anogenital structures, and genital diseases and anomalies can have important consequences for children. During the course of pediatric physical examinations, it is often appropriate and necessary to examine a child's anogenital region. Other body regions also are sexually sensitive, such as the female chest; the perception of what is a sensitive area will vary among individual children. In addition to the physical examination, the provider's historytaking and verbal interaction can involve sensitive topics. 27 Bright Futures, which describes preventive care that is to be covered under the Affordable Care Act of 2010 (HR 2590 §2713), is a common source for guidance on age-appropriate examinations during well-child care. 28 It provides recommendations for genital examinations from the newborn to preadolescent to adolescent periods. The newborn examination should assess for anogenital anomalies and testicular descent. The first year of life is an important time to observe for diaper-area skin problems, dislocated hips, femoral pulses, hernias, and normal testicular descent. It is also appropriate to ensure normal male and female anatomy during infant examinations. Subsequently, it is reasonable to assess for genital normalcy, including lack of inflammation, rash, or premature maturation, during each annual examination. Beginning at approximately the 7-to 8-year visits, Bright Futures recommends evaluation for signs of normal maturation and development to assist in health surveillance and anticipatory guidance. From then, into adolescence, the male examination will involve inspection for hernias, hydroceles, varicoceles, and inflammatory conditions. The female examination will include inspection for maturation, hymenal normalcy and patency, hernias, and dermatologic and inflammatory conditions. Routine intravaginal examinations and Papanicolaou tests are currently not recommended until the age of 21 years. 29 In addition to regular well-child examinations, anogenital examinations are appropriate in relation to specific illness complaints. The rule in deciding whether to perform an anogenital examination during acute care should be the pertinence of the examination to the specific complaint. For example, a health care provider would be remiss not to perform a rectal examination in a child with encopresis, but such a procedure would be inappropriate for a simple sore-throat complaint. It is important for pediatricians to not avoid sensitive but indicated examinations for fear of abuse accusations. Certain conditions, such as vaginal and anal anomalies, may require repeated examinations, treatment, or dilations. Whether to wear gloves for genital examinations is dictated by local standards of care. Examinations of infants often will not involve the use of gloves, whereas gloving should become routine by the time the child is a preschooler. Gloving will also be determined by the specific complaint.
Patients should be provided privacy during disrobing and appropriate draping during examinations. Again, the age of the patient and the individual child's and family's temperament will dictate the level of draping and gowning required. The child's comfort should be paramount.
The AAP recently revised its policy on the use of chaperones for pediatric examinations. 30 In general, examinations of younger children should be chaperoned by the child's parent or caregiver. As children become older, their caregivers and the children themselves should participate in the decision of whether to use a chaperone. A full explanation of the examination and the reason(s) for it is always warranted. Likewise, offers of chaperones are recommended, but the decision of whether to use one should be a joint decision of the patient, family, and provider. In general, it is wise for male providers to have a chaperone during female genital examinations. However, even same-gender examinations can be misunderstood and can benefit from chaperoning. The patient's wishes and comfort should determine the gender of the chaperone. Providers should check to determine whether their state or hospital has specific chaperoning mandates and, if so, should abide by them. Providers also should be alert to riskier situations for which they should direct the decision toward chaperone use. 27 Ex-amples include the intoxicated adolescent, the child with developmental or behavioral difficulties, or the child who has been a sexual abuse victim. In these cases, normal examination practices may be misinterpreted as assaultive. False allegations of provider sexual abuse of patients do occur. 31 Being attuned to patient and parent cues and appropriately using nonfamily chaperones are the provider's best protections. Documenting the offer and use of chaperones in the medical record is good practice and provides additional practitioner protection.
INDICATORS OF POSSIBLE SEXUAL MISCONDUCT BY, OR PEDOPHILIA IN, PEDIATRICIANS
As in other situations of child sexual abuse, grooming behavior by a physician may occur to gain a child's confidence and acquiescence to subsequent abuse. 
OUTCOMES OF SEXUAL ABUSE BY PROVIDERS
The physical and psychological health consequences sustained by children and adults who have been victims of sexual abuse are significant, and children victimized by physicians will require assessment, followed by medical care and counseling, as indicated. Although not all children exposed to sexual abuse go on to experience sequelae, there is increased risk of a broad range of problems including emotional, behavioral, cognitive, social, and general health impairments. Included are both internalizing and externalizing psychiatric disorders. 36 Past sexual abuse is associated with a greater frequency of depression, anxiety, substance abuse, conduct/antisocial personality disorder, and suicidal ideation and attempts. 37 Other childhood associations have included poor self-esteem; posttraumatic stress dis- The effects of medical provider sexual contacts or abuse have been most studied in the context of adult psychiatric patients. Patients abused by male providers tend to have increased distrust of and anger directed toward men and to therapists in general and an increase in the number and severity of their mental health and psychosomatic symptoms. 45 In a study of adults who were seeking clinical mental health care after provider sexual contact, posttraumatic stress disorder, major depression, suicidality, misuse of prescription drugs and alcohol, disturbed interpersonal relationships, and employment disruption were all reported. 13 Eighteen percent of these patients were revictimized in subsequent counseling interactions.
Despite these reports of responses to sexual abuse in general and adult responses to sexual abuse by medical and counseling providers, there is no literature on the specific reactions of pediatric patients to medical provider sexual abuse.
Institutions should anticipate that sexual abuse victims and their parents will require assessment and likely will need follow-up counseling. They should assist in referring and financially supporting such efforts.
SUMMARY
It is the responsibility of pediatricians to protect and foster the health of their patients. 
RECOMMENDATIONS
To protect and foster the health and to earn and maintain the trust of their patients:
1. It is the responsibility of pediatricians to protect and foster the health of their patients. As such, sexual encounters with patients are destructive and are strictly forbidden.
2. Pediatricians and health care providers should know that most sexual offenses of children occur at the hands of adults who have a primary sexual orientation to other adults. However, adults who have a primary sexual attraction to children constitute more risk for planned and multiple-victim child offenses. Sexual offenses are perpetrated by both heterosexual and homosexual offenders. Any sexual abuse of children by medical providers is a profound betrayal of their responsibility for patient well-being, trust, and medical ethics. boundaries and appropriate use of chaperones for examinations.
4. Employees of medical facilities for children should be screened for previous abuse of a child by them both through formal state registries and through contact with previous employers.
5. Pediatricians should be educated about the indications and techniques of the genital examination, should perform routine genital examinations during annual checkups, and should know the indications for performing genital examinations to evaluate other specific medical concerns.
6. Pediatricians must explain to parents and verbal children why they are performing each element of the examination and respect their need for modesty by providing appropriate draping and allowing privacy while changing. They should offer chaperones and provide them whenever requested or required as part of standard practice and local regulations or when the provider feels that a chaperone is needed.
7. Employees of medical facilities for children should be trained about staff-patient boundaries, chaperone use, and their responsibility to immediately report concerns of patient abuse by other staff members. Institutions should have policies and procedures in place to conduct these trainings.
8. Parents should be informed that they have a right to request chaperoned examinations. They should be aware that if they have concerns about sexually inappropriate examinations or provider actions, they should report to the clinic's or medical facility's administration. If their concerns are sufficient, they themselves have a right to report to their state's protective service for investigation.
9. All health care providers and health care institutions are legally mandated reporters for suspicions of child abuse. If health care providers or institutions have reasonable cause to suspect that another health care provider has sexually abused a child, they are legally mandated to report to protective services and/or the police.
a. Institutions should have policies and procedures in place to receive and evaluate concerns for patient abuse.
b. Accused employees should have complaints about them managed confidentially, sensitively, and expeditiously. They should be provided with independent, confidential support and counseling services during the investigation.
c. Individuals and institutions are responsible for following legal guidelines about reporting concerns for child abuse to the appropriate institutional, local, and state authorities.
d. Individuals and institutions should cooperate with appropriate protective, legal, and licensing agencies in their investigation of concerns for sexual abuse by medical providers.
e. Institutions remain responsible for the future protection of patients from abuse. They should not pass problem providers along without appropriate notifications.
10. Institutions should assist victims of sexual abuse by staff to receive appropriate assessment and consideration of the need for counseling. 
PURPOSE:
To assist hospital employees, medical staff, trainees, and volunteers to establish relationships with patients and families/significant others that are therapeutic, professional, and which have defined personal and professional boundaries.
To create an environment in which the discussion of what constitutes a professional relationship with families is routine and common within departments.
PROCEDURE:
The ADDENDUM below describes the current standards and procedures. A professional relationship respects patient and family rights and cultural differences. This includes consistent adherence to privacy and confidentiality guidelines, and all other relevant Children's policies. E.
A professional relationship allows staff to advocate for the patient and family, empowering them to achieve their maximum level of independence and decisionmaking autonomy during and after the patient's hospitalization or illness.
II.
Children's Responsibility in Supporting Professional Relationships A. The hospital strives to provide an environment that promotes well-defined boundaries for staff relationships with patients and families. 
